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arthroscopic microfracture, and to assess the clinical and radiological
results within 2 years.
Methods: Between June 2008 and June 2009, we reviewed the results
of 17 consecutive primary osteoarthritic patients who underwent
arthroscopic microfracture with PRP. Inclusion criteria was set to those
who were able to be followed up for at least 2 years, more than 40 years
old, showing degenerative change of Kellgren-Lawrence grade II or III
in simple radiograph and MRI, and having cartilage defect of less than
4 cm2with grade III or IV in Outerbridge classiﬁcation through knee
arthroscopy, which were then performed PRP injection after arthroscopic
microfracture. And exclusion criteria was set as severe obesity, infection,
immunosuppressed patients, advanced osteoarthritis (K-L grade IV), and
severe deformity. Results were evaluated at 1, 6, 12, 18, 24 months
post-operative using radiologic study, visual analogue scale (VAS), and
international knee documentation committee (IKDC) score for functional
score.
Results: No adverse event was observed in the follow-up periods. In
radiologic study, the average joint space changed from 2.77mm to
3.98mm on anteroposterior radiographs and from 1.99mm to 3.12mm
on lateral radiographs. Average MA (%) was 59.8% preoperatively and
41.2% at 24 months postoperatively. According to VAS, the mean
preoperative scale was 8.1 (range: 7–10) and the mean postoperative
scale was 3.2 (range: 1–4) and 2.9 (range: 0–4) at 6 and 18 months
of follow-up. In IKDC score, the mean preoperative knee score was
57.3 points (range: 32–77), and the mean postoperative knee score was
76.3 points (range: 60–95) and 87.7 points (range: 70–98) at 6 and
18 months of follow-up, respectively. 2 of 17 cases were performed 2nd
look arthroscopy, and the well restoration of cartilage were able to be
checked at the cartilage defect site (Figures).
Conclusions: The results indicate that the treatment of PRP with
arthroscopic microfracture is safe and has the effectiveness to reduce
pain and improve knee function and quality of life in patients with
early-staged osteoarthritis of the knee. And maintenance of clinical and
radiological improvement is observed within 2 years.
Fig. 1. 46-year-old female. In medial femoral condyle, about 3 cm sized,
grade IV cartilage defect was noted and arthroscopic microfracture and
the application of PRP was performed.
Fig. 2. In 2nd look arthroscopy at 8 months later, well restoration of
cartilage defect was seen.
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Purpose: To determine whether standardized knee examinations predict
progression of osteoarthritis (OA) in a population-based cohort with
predominantly pre-radiographic knee OA.
Methods: Population-based longitudinal cohort study of subjects, age
40–79, with knee pain. Subjects were evaluated at baseline and follow-up
using detailed clinical assessments and standardized knee examinations,
including alignment (normal, varus, valgus), hamstring and quadriceps
weakness (absent, present), effusion (absent, present), medial and lateral
tibiofemoral (TF) tenderness (absent, present), patellofemoral (PF) grind
(absent, present), and ﬂexion contracture (degrees). Subjects had ﬁxed
ﬂexion knee x-ray and MRI (1.5T). MRI cartilage (MRC) was graded
on a 0–4 scale on 6 joint surfaces. Progression of OA was deﬁned as an
increase in MRC by ≥1 grade on at least two joint surfaces or by ≥2 grades
on at least one joint surface. We used univariate exponential time-to-
event regression models, taking into account differential follow-up time,
to determine hazard ratios (HR) and 95% conﬁdence intervals (CI) for
the association of baseline knee examinations with OA progression rate,
adjusted for age, gender and BMI. A multivariable prediction model
was then developed using bootstrap methodology with the ﬁnal model
selection based on Akaike’s Information Criterion (AIC). Evaluation of the
model was based on predictive accuracy, sensitivity, speciﬁcity, positive
predictive value (PPV), negative predictive value (NPV) and c-index
(1.0 indicates perfect model ﬁt). To obtain population-based estimates,
analyses were performed using age decade-gender stratum sampling
weights.
Results: 163 subjects were seen at a weighted median follow-up
time of 3.2 years. Of these, 15.5% had progression of OA based
on MRI. In univariate analyses, knee examinations predictive of OA
progression included hamstring weakness (HR 3.88; 95% CI: 1.44,
10.45) and quadriceps weakness (HR 3.90; 95% CI: 1.53, 9.92), with a
trend towards signiﬁcance for PF grind (HR 0.25; 95% CI: 0.05, 1.22),
while malalignment, effusion, TF tenderness and ﬂexion contracture
were not signiﬁcantly associated with progression. In the multivariable
prediction model, quadriceps weakness (HR 5.31; 95% CI 2.30, 12.24) and
patellofemoral grind (HR 0.20; 95% CI 0.04, 1.00) were retained in the
ﬁnal model. In this ﬁnal model, predictive accuracy for OA progression
was 84.7%, sensitivity 22.2%, speciﬁcity 97.1%, PPV 60.0%, NPV 86.3%, and
c-index 0.69.
Conclusions: In this population-based cohort with knee pain, quadriceps
weakness was associated with an increased risk of knee OA progression
based on MRI cartilage damage, while a positive patellofemoral grind
test was associated with a reduced risk of OA progression after 3.2 years.
Together these two examinations had a positive predictive value of
60% for OA progression. Although these standardized and reliable tests
are easy and quick to perform, the predictive test performance is
not adequate; information on physical examination may need to be
combined with other clinical, x-ray or biomarker variables to enhance
prediction of OA progression.
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Purpose: Low levels of physical activity or inactivity among adults with
arthritis are a recognized public health concern. Objective accelerometer
physical activity monitoring of adults with knee OA was used to assess
the frequency of inactivity as deﬁned by the US Department of Health
and Human Services (DHHS) and to identify potentially modiﬁable risk
factors associated with inactivity that could guide future interventions
designed to improve physical activity.
Methods: Cross-sectional accelerometer data from 1089 adults with
radiographic knee OA aged 49 to 84 years participating in Osteoarthritis
Initiative accelerometer monitoring ancillary study were assessed for
inactivity (i.e. no sustained 10 minute periods of moderate-to-vigorous
intensity physical activity during a week’s surveillance). The relationship
between modiﬁable factors (dietary fat, ﬁber, weight status, smoking,
depressive symptoms, WOMAC knee function, WOMAC knee pain,
knee conﬁdence) with inactivity was assessed using odds ratios and
attributable fractions (AF) controlling for descriptive (age, gender,
race, education, live alone, employment, frequent knee symptoms,
